represents a severe form of ENL and is associated with systemic complications.
Apart from the complications of ENL, leprosy patients can have other deformities such as foot drop, claw hand, shortening of digits, and non-healing ulcers. In the present case, the patient had necrotic ENL with painful ulcers over the extremities and buttocks, tender inguinal, and submental lymphadenopathy. The close differential diagnosis of the present case is lucio phenomenon, which occurs in patients with diffuse form of leprosy and presents with purpuric lesions followed by ulcers with irregular margins. Lucio phenomenon is characterized by absence of constitutional and systemic symptoms. On histopathology there is ischaemic epidermal necrosis, necrotizing vasculitis, endothelial proliferation, and presence of a large number of AFB in endothelial cells. Lucio phenomenon responds to MDT. [4] In our case, the patient had systemic symptoms with multiple nodules getting ulcerated and AFB was absent in histopathology. The patient was already on MDT when she developed nodules and ulcers which later responded to oral steroids. After treatment, the ulcers healed with extensive linear hypopigmented and hypertrophic scar formation over extremities. Hypertrophic scar is an abnormal tissue response to injury leading to excess collagen formation and at times can lead to contracture of the affected parts hindering the movement. [5] Extensive linear hypopigmented and hypertrophic scars over the extremities as a sequel of necrotic ENL is cosmetically unappealing for a young girl and can hamper the daily activities. It also adds to the suffering of a patient who is already psychologically handicapped with leprosy. The case is interesting both for necrotic ENL which is rarely found and because of formation of extensive scars as a complication along with significant lymphadenopathy.
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Papular Granuloma Annulare of Palms and Soles
Sir, Granuloma annulare (GA) has been described in several morphologic forms, i.e., annular disseminated, subcutaneous, papular, and perforating. GA is primarily a disease of children and young adults, yet it has been reported in virtually all age groups. Females are affected twice as often as males. Disseminated GA has a possible association with diabetes, a later age of onset, and rare spontaneous resolution. GA localized to only over palms and soles is uncommon and is infrequently reported in the literature. In most cases, it is associated with classical lesions of GA elsewhere, when the diagnosis is relatively easy. [1] In case of isolated lesions, a high degree of clinical suspicion of GA is required and histopathology is of vital importance in making the diagnosis.
A 55-year-old woman presented with a 10 days history of pink-red papules, nodules, and plaques on palms and soles with slight scaling which were painful on pressure [ Figure 1 ]. There were no systemic complaints and no history suggestive of diabetes mellitus or any chronic disease. Examination of the skin revealed erythematous to violaceous papules, nodules, and plaques on palms and soles. There was superficial scaling present over the skin lesions. There was mild itching on few of the lesions. Rest of the mucocutaneous examination revealed no abnormality. Systemic examination was within normal limits. Various clinical possibilities considered were erythema multiforme, erythema elevatum diutinum, drug reactions, vasculitis/ urticarial vasculitis, secondary syphilis, etc., Her complete blood count, liver function test, renal function test, and chest X-ray were also normal. Human immunodeficiency virus (HIV) serology and venereal disease research laboratory (VDRL) was nonreactive. A 5-mm punch biopsy from a skin lesion on the right palm showed a sparse superficial and deep perivascular lymphocytic infiltrate with numerous histiocytes in the interstitium of reticular dermis. Between the histiocytes was seen abundant mucin. The histopathology was suggestive of GA of interstitial variety [ Figure 2 ].
The patient was started on oral prednisone 30 mg/day, topical clobetasol propionate 0.05% twice daily, and oral levocetirizine 5 mg daily. She came for follow-up after 2 weeks and the lesions are improving [ Figure 3 ]. Papular form of GA has been reported to be familial. None of the family members of our patient was similarly affected. Of the cases of GA on the palms that we reviewed, one case involved a woman with dermatomyositis who developed a solitary lesion of GA on the palm. [2] Painful lesions of GA on the palm and soles were also noted in 3 of 13 patients with GA and lymphoma evaluated in a retrospective study by Barksdale et al., leading the authors to conclude that atypical presentations, such as involvement on the palms and soles, may be associated with an underlying hematopoietic malignancy'. [3] Our patient had slightly tender papules and nodules on palms and soles. The localized variety of GA is the most common and presents with skin-colored to violaceous papules in an annular configuration, most commonly over the dorsal side of the feet, ankles, lower limbs, and wrists. In the generalized variety (encountered in only 15% cases), lesions are more widespread, consisting of papules as well as plaques, and involve the trunk, neck, extremities, face, scalp, palms, and soles. [4] Therefore, while palms and soles are frequently involved in the less common generalized variant, they are usually spared in the localized papular variant, which typically affects the dorsa of hands and feet. Although GA is regarded as the prototype of palisading granulomatous dermatoses, the interstitial and mixed patterns predominate. [5] Our patient also had the interstitial pattern of GA. We had ruled out interstitial granulomatous dermatitis with arthritis (IGDA), palisading neutrophilic and granulomatous dermatitis, and interstitial granulomatous drug eruption in the present case. IGDA is an infrequent dermatosis, more common in women with a previous diagnosis of rheumatoid arthritis (RA). Classically, it presents itself as linear subcutaneous cords, known as rope sign. Other clinical forms were reported such as papules, subcutaneous plaques, annular lesions or nodules, predominantly in lateral walls of thorax, abdomen, and medial surface of thighs. Histopathological examination is characterized as dense and diffuse interstitial infiltrate in the reticular dermis, composed of histiocytes in a palisade arrangement, sometimes with necrobiosis of collagen and involved by some neutrophils and eosinophils. Usually there are deposits of mucin and absence of vasculitis. Lesions are usually asymptomatic. Our patient had no systemic complaints. The palisaded neutrophilic granulomatous dermatitis is histopathologically characterized by histiocytes present throughout the dermis, differently from IGDA, which is located in the middle and deep dermis and demonstrates an infiltrate rich in neutrophils, with vascular alterations and leukocytoclasia. Granulomatous drug reactions have been associated with many medications, and presents after few months of onset of drug intake. Our patient was not on any medications. Unique histopathological picture clinched the diagnosis of GA in our patient. GA on palms and soles poses a clinical diagnostic challenge because many other cases share similar clinical features. Localized GA is self-limited and asymptomatic treatment usually is not necessary. Systemic therapy is required for disseminated GA. Many other treatments proposed are topical, intralesional and systemic corticosteroids, chloroquine, hydroxychloroquine sulfate, potassium iodide, niacinamide, chlorpropamide, cyclosporine, chlorambucil, etretinate, etc.
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